B PRIVATE NURSING HOMES 
| AND THEIR UTILISATION 


5 ACASESTUDY _ 


~ DELHI 


. 
a] 
] 


PRIVATE NURSING HOMES AND THEIR UTILISATION 


A case study of Delhi 


Priva Nanda 
Rama Baru 


VOLUNTARY HEALTH ASSOCIATION OF INDIA, 
NEW DELHI 


© Voluntary Health Association of India, 1993 


Compiled by : 
Priya Nanda & Rama Baru 


Published by : 
Voluntary Health Association of India 


Typeset by : 
Lasertech Typesetters 


Produced by : 
Communication Division, VHAI 


OG Ay 


All rights reserved. No part of this publication may be reproduced, stored in a retrieval system 


or transmitted in any form or by any means, electric, mechanical, photocopying, recording 
or otherwise, without the prior permission of the Voluntary Health Association of India. 


ACKNOWLEDGEMENT 


| would like to thank Mr Alok Mukhopadhyay Executive Director, VHAI for giving me 
the opportunity to conduct this study and his support throughout. Dr Ali Baquer 
provided me a lot of help in the designing of this study in its initial stages; my sincere 
thanks to him for all his inputs. 


Through the study period | received immense support, guidance and 
encouragement from Rama Baru, a colleague and friend to whom | am very 
grateful. 


| am also grateful to Asis Ray, who assisted me through this study. | would like to 
acknowledge the help given by Subroto De, Arunima Banerjee, Chittopriyo Sadhu 
and Tapati Bose in conducting interviews for this study. | thank Mr Jha for his 
patience and technical assistance with the computer. 


Lastly, | am grateful to Christina De Sa and Bhavana Banati for their help during the 
last phase of the project. 


PRIYA NANDA 
New Delhi 
November 1993 


. 


cade ae 
tena S 


i 


CONTENTS 


Introduction 

A Brief Overview of Private Provision of Medical Care 
Characteristics of Private Nursing Homes in Delhi 
Utilisation Patterns in Medical Care 

Summary 

References 


Annexure | — Case Studies of Interviews with 
Promoters of Nursing Homes 


List of Tables 


35 
39 


aa 
ade 


pee oo 
Pa Ae Se 
. 


aay 
ST 


y Ree 
‘bo. 2080 


is 


ry 


wate 


INTRODUCTION 


In India, the State has played a crucial role In the provision of health care by 
investing in training of personnel and establishing a network of institutions for the 
delivery of curative and public health services in rural and urban areas. Despite its 
important role in the delivery of health services, the State Is by no means the sole 
provider since private and voluntary sectors have also played a key role in the 
provision of services. During the pre-independence period the private sector was 
restricted to individual practitioners but over the years this sector has grown and 
diversified to include commercial-based institutions like nursing homes and corporate 
hospitals. With the increasing penetration of high-tech investigative equipment, 
investing in medical care has become a profitable proposition and has been an 
important reason for fuelling the growth of private institutions. The private sector 
has been largely involved in the provision of curative services while the public sector 
has provided both preventive and curative facilities. 


The private sector has been expanding since the past two decades in India. The 
major reason for this expansion has been the stagnation of public expenditures 
during the seventies and eighties, which has created space for the growth of the 
private sector.' An added reason has been the profitability of private enterprises 
which has resulted in their proliferation. The government has also played a supportive 
role to the private sector by offering a number of concessions and subsidies. 
Another reason for the growth of the private medical sector is the high level of 
unemployment of medical graduates. This coupled with the lack of expansion of 
public services in urban areas has given rise to a peculiar situation where there are 
very few job opportunities for medical graduates in urban areas while a large 
percentage of posts are lying vacant in rural areas. If one examines the sectoral 
employment of allopathic doctors, we see a decline in the proportion of doctors 
in government service from 1978 onwards. In 1963-64, 39.6 per cent of allopathic 
doctors were in government service and this proportion declined to 26.6 per cent 
by 1986-87.2 This corresponds to a concomitant growth of private hospitals and 
beds in comparison to the public sector, as demonstrated by Table |. 


Government policies have been conducive to the growth of private enterprises 
both directly and indirectly. The direct benefits have been in the form of concessional 
loans, custom duty exemptions and reduction of import duties on high technology 
medical equipment. The indirect benefits are the accommodation of private 
interests in the government sector. These interests are served through liaison with 
the private sector for purchase of drugs and equipment, encouraging the private 
sector to fill gaps where there is inadequate investment by the government, 
allowing private practice by government doctors and handing over hospitals to the 
private sector to be run privately. 


A BRIEF OVERVIEW OF PRIVATE PROVISION OF MEDICAL CARE 


Private practice existed in India even prior to Independence, though this was in the 
form of individual practice. According to a survey on the sectoral employment of 
allopathic doctors in India conducted by the Bhore Committee, 27 per cent of 
doctors were in government while the remaining 73 per cent were in private 
practice. Recent figures indicate that close to 78 per cent of the total number of 
doctors are in private practice.* 


Over the years the private sector has grown and diversified into a heterogenous 
complex of individual practitioners, nursing homes that are managed by single 
owners/partners and multi-speciality, corporate hospitals. Apart from the institutions 
that deliver medical care, the private sector in health care is a complex of 
pharmaceutical, medicare equipment industries. 


Table | 
Rate of Growth of Hospitals / Beds by Ownership 
Year Hospitals Beds 
Government Private Government Private 
1974-79 6 43 1] 20 
1979-84 ] 12 ] 8} 
1984-88 3 17 3 7 


Source: Health Information of India, CBHI, GOI, various years. 


This data in Table 1 throws light on the considerable growth of the private sector 
during the seventies.4The rate of growth of hospitals and beds in the government 
sector is seen to be much lower than that in the private sector from 1974 to 1988. 
With the increasing presence of the private sector in medical care, especially in the 
seventies, a clear role has been acknowledged in the health policy document of 
the Sixth Plan. This document states that in order to reduce governmental 
expenditure and fully utilise untapped resources, logistical, technical and financial 
help must be offered by the government to encourage the establishment of 
practice by non-governmental agencies.® 


The rapid expansion of the private sector has resulted in a diversified structure 
consisting of institutions ranging from clinics which offer out-patient services at one 
end of the spectrum, to corporate hospitals offering multi-speciality high-tech care, 
at the other. Despite the rapid proliferation of the private sector there has been little 
effort to regulate or prescribe certain minimum standards for their functioning. 
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Neither the professionals nor the government has taken this issue seriously as a result 
of which there is no regulatory mechanism to keep a check on minimum standards 
of hygiene, costs, facilities and malpractices. Several consumer groups have 
repeatedly pointed out that even a proper system of registering private nursing 
homes with local bodies is lacking. In Bombay, of the total 602 medical institutions 
929 are privately run. Of these 133 continue to operate although their registration 
has expired.® In Delhi too there Is no real regulatory mechanism in operation. 
According to Dr Prem Aggarwal, of the DMA, only 134 nursing homes out of an 
estimated 1,000 in Delhi are registered.’ An important reason for the growth of the 
private sector is its profitability given the high rate of returns, as a recent survey on 
earnings of doctors in the private sector reveals. The survey which was conducted 
by the Indian Statistical Institute shows that out of some 4,000 private practitioners 
in Delhi, the average net income of 34 per cent of the private doctors in the sample 
was Rs 30,000 a month. Only 12 per cent of sample respondents had income below 
Rs 10,000 a month. For nursing homes, about 9 per cent earned less than Rs 30,000 
a month while about 58 per cent earned more than Rs 60,000 a month. The 
corresponding figures for government service show a glaring contrast. About 84 per 
cent of government doctors earn total emoluments below Rs 10,000 a month.® 
While in government service no doctor draws a gross salary of more than Rs 12,500 
a month, in private practice about 80 per cent of doctors earn more than Rs 12,500 
a month. This study highlights the potential for making profits through private service 
and is an obvious reason why public sector doctors do not want the government 
to ban private practice in the public sector.There is considerable variation in the 
fees doctors charge their patients. Often location of the nursing home and 
reputation of the doctor has a bearing on the amount charged. 


Utilisation of the Private Sector 


The utilisation of the private sector cuts across States and classes in India. Ata 
national level, an analysis of the 42nd round of the National Sample Survey (NSS) 
showed that for out-patient services, more than 50 per cent seek treatment from a 
private practitioner rather than public hospitals or PHCs. For hospitalisation, the 
scenario is a bit more complex—bottom 40 per cent of the population in both rural 
and urban areas tends to utilise a public hospital more. This trend tends to decline 
with increase in income levels. However, utilisation of private hospitals is by no 
means restricted to the middle or upper income groups.’ 


There have not been many studies on the utilisation patterns of health services in 
India. But the few available ones indicate that there is increasing use of private 
services especially for out-patient services. The reasons, although more apparent at 
a macro level, have to be discerned at an individual level to obtain an exhaustive 
picture. Some of the studies that have been conducted in this area suggest that 
there is a predilection for the private sector for minor treatment while there is a 
greater usage of government hospitals in case of hospitalisations, mainly due to 
cost considerations. 


A recent study by Duggal & Amin (1989) analyses the utilisation of facilities for 590 
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households in Jalgaon district of Maharashtra.'° For over three-fourths of illness 
episodes, the patient chooses private practitioners and hospitals. The study reveals 
that difference in income does not have much influence on the choice of facility. 
Another study of utilisation patterns for treatment of diarrhoea in rural northern India 
found that 65 per cent of the diarrhoea cases go for medical consultation and of 
these more thun 80 per cent go to private practitioners while only 10 per cent use 
government health facilities." This is partly a commentary on the accessibility of 
orivate practitioners as compared to government facilities in rural areas, 


Yesudian’s survey of two slum communities in Bombay shows there were no 
significant differences in utilisation patterns despite the fact that one has more 
municipal health facilities. Both use the private sector more than public for short 
term and minor ailments. Acute ailments which necessitate hospitalisation prompt 
them to go to public facilities, that too for cost considerations as opposed to quality 
or better care." 


Rationale 


Recent studies that have explored the health care sector in India, show that around 
70 to 75 per cent of health care contacts are made in the private health sector.'® 
This is contrary to the popular belief that majority of the people in developing 
countries depend mainly on public health services. The increasing presence of 
private doctors and private nursing homes in cities, towns and even rural areas 
indicates that they play an important role in the provision of medical care. A 
recent study of the rural private practitioner shows his increasing importance for 
treating a variety of minor ailments by using a combination of allopathy and 
traditional systems of medicine. '4 


Studies have shown that people prefer private practitioners due to inadequacy of 
government services, lack of availability and accessibility to them and the apathetic 
attitude of government personnel.'® In addition, the increasing availability and 
accessibility of private medical care has influenced the resort patterns of people 
across classes in rural and urban areas. 


The limited studies available on utilisation patterns and user profiles try to suggest 
that health seeking behaviour is the same, by the rational actor theory, for an 
urban and a rural Indian household where the initial symptoms are diagnosed and 
initially remedied by home cures and, if these persist, then the patient goes to seek 
treatment from a doctor." 


Through this study we would like to throw light on the recent trends in growth of the 
private medical sector and how the utilisation patterns of health care have been 
influenced. Over time we have seen that traditional forms of health-seeking 
behaviour are being displaced by the modern medical care which is increasingly 
becoming dependent on high technology. Given this type of growth there are 
several important questions that arise: 


¢ What are the implications of this tyoe of growth for the urban population? 
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e Is the resort pattern uniform for all users or does it vary for various socio-economic 
groups? 


e What determines the choice of Private health services over the public health 
services? 


OBJECTIVES OF THE STUDY 


¢ To study the recent trends in privatisation, and construct a background profile of 
the private medical sector in Delhi, its characteristics and services offered. 


e This study attempts to a) discern the factors that influence the choice of health 
‘care for urban users, and b) guage how the recent trends in privatisation have 
influenced individual choices in health care. 


Definitions 


Privatisation implies not only an increase in the number of private sector institutions 
but also the State’s relations with the private sector and its nexus with pharmaceutical 
and equipment manufacturing industries, the increase in technology and the 
number of facilities offered through private sector institutions. 


Choice of health care implies the choice between the various types of institutions 
like private hospitals, government hospitals and the private practitioner. 


Methodology 


This study was based on an in-depth study of selected nursing homes in Delhi. These 
nursing homes were selected through a stratified, random sampling method in 
order to capture the variations in size and spread across various socio-economic 
divisions within the city. 


For the purpose of this study we conducted in-depth case studies of a) a selected 
sample of nursing homes and b) a selected sub-sample of users of the services 
rendered by select nursing homes. The study explored the characteristics of 
private nursing homes and hospitals and the motivation of owners in starting these 
enterprises. In addition, the study also explored the resort patterns and health 
seeking behaviour of different socio-economic groups of users. The study was 
carried out in three phases in which the first fwo phases included a pilot study to 
determine the sample size. The sample was drawn on a proportionate random basis 
and was used for in-depth case studies. 


The study was carried out in different areas of Delhi and the sample selected 


comprised a subset of the nursing homes in that area. A preliminary selection was 
done on the basis of responses to an initial letter-cum-questionnaire sent out to 300 


registered nursing homes in Delhi. 


We received 75 responses to the preliminary questionnaire, which was mailed to 300 


ih 


of the 400 nursing homes selected from the list published by the Delhi Medical 
Association. The responses were then followed up by requests for appointments 
with promoters of the nursing homes for in-depth interviews with 11 promoters of 
nursing homes in different areas of Delhi. This yielded adequate information to draw 
a profile of the private medical sector for basic information on the size, scope of 
services, motivations and issues of malpractices. A brief summary of the background 
information from the peliminary interview is given at the end of this section. (See 
Annexure | for detailed interviews with promoters). 


On the basis of our first set of interviews, a detailed interview schedule was 
formulated to cover all aspects of our study, taking into account the responses from 
the first set of interviews with promoters of nursing homes. These questionnaires were 
used by the researcher at the time of personal interviews with these promoters. We 
conducted 68 interviews in this second phase of the study. We relied on in-depth 
interviews with the help of an interview schedule for the purpose of data collection, 
as the study was qualitative in nature. The data was collected by the author along 
with a team of four other researchers with a background of social sciences. The 
team divided itself into four different zones of Delhi so that duplication could be 
avoided. The data collection was completed within a period of two months. 


Phase |: Background Information on the Private Medical Sector in Delhi 


This served as a preliminary as well as a necessary step to explore a) size of 
institutions providing both in-patient or/and out-patient services in Delhi, 
b) geographical spread of these private institutions, and c) nature of the services. 


Phase II : Focus of Study Area 


The area of study was demarcated into the four zones of Delhi, viz. south, west, 
north and east. The selected zones were further reduced for our study. We selected 
a sample of different sizes of nursing homes from different socio-economic areas in 
the selected zones. The socio-economic areas were : 

Q) eee income, 6b) middle class (DDA housing societies), and c) resettlement 
colonies. 


However, for the purpose of analysis we used bed strength, i.e. number of beds, as 
the unit of classification of nursing homes into small, medium and large nursing 
homes. The small was classified as enterprises with less than five beds, medium as 
five to 15 beds and large with more than 15 beds. 


The criterion for selection of nursing homes was on the basis of socio-economic 
conditions, geographical area, facilities available and their bed strength. 


Phase Ill : In-depth Case Studies of the Selected Institutions and the Profile of Users 
of Medical Services 


This entailed a profiling of select institutions on specific parameters to determine the 
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motivation for promoters of these institutions and the nature of services they offer. 
The parameters used were the following: 


ie ag of doctors, surgeons and paramedical personnel like nurses, technicians, 
etc. 


Types of services offered. 
Areas of high return. 
Costs of services rendered. 


Use of various types of equipmental facilities like X-ray, ultrasound, sonography, 
ECG, scan, etc. and relevance of the above technology with respect to the 
frequency of use. 


6. Reasons for attendance of in-patients to the nursing homes. 


Gio eee 


It also included profiling of a sample of in-patients to determine their compulsions 
for choice of health care. The user profiles were modelled along variables like 
occupation, income level and source of selection. Source of selection implies the 
place where we interviewed the users. We classified three sources a) government 
hospitals, b) private nursing homes; and c) resettlement colony. A detailed 
questionnaire was worked out for the purpose of collecting information. 


For the profiling of users to study resort patterns in health care, the areas of concern 
highlighted were as follows: 


e What has been the patient’s experience with public and private health 
services? 

e What are the determinants in the choice of health care? Were they the oft- 
quoted and used factors in most studies such as cost, convenience, time. 
perception of efficacy of treatment, bedside manner? Are there any biases 
that are causes of distortions in the assessment of health services by their users? 
For instance, certain locations and types of facilities are associated with good 
quality services while the qualifications of doctors in such establishments are 
uniform and sometimes dubious. 

e What are the resort patterns for different types of treatment? 

How does the socio-economic factors influence these decisions? 


Limitations of the study 


To conduct a study of this nature the time frame of the study is critical fo the sample - 
size selected. The time frame for this study was six months and therefore our sample 
size was not large enough fo be statistically significant. For this reason we have not 
done any complex statistical analysis of the data collected. Moreover, this study 
took three months to prepare, do a literature review and work out the methodology. 
A second area of constraint was the paucity of literature and studies in this area. 
However, the literature available was very pertinent and useful for the 
conceptualisation of this study. 


Doctors were reluctant to respond to sensitive questions pertaining to profits, 
investment and malpractices. The more forthcoming doctors were also the ones 
with more established and successful nursing homes. 


Information from Preliminary Interviews 


Our preliminary interviews with promoters of nursing homes in Delhi provided some 
insights into the characteristics of these institutions. 


Establishment: All doctors that we interviewed had established nursing homes 
because they felt that this way they could give more effective treatment. Earlier, 
while practising privately in clinics, they had to refer patients to other nursing homes 
or to government or private hospitals for curative care, which involved surgeries, 
deliveries, investigations, etc. By being associated with a nursing home they, 
achieve greater satisfaction in pursuing the treatment of their patients themselves. 
Most doctors had sought loans from financial institutions at commercial rates to set 
up their establishments. They pointed out that any support from government in form 
of land or other subsidies was not forthcoming. In some cases custom duty 
exemptions were given but that involved bureaucratic red-tapism. They all faced 
problems with the government in the form of non-registration and penalties thereof. 
According to figures quoted by DMA less than 10 per cent of Delhi nursing homes 
are registered. The rest of them have to pay periodic damages, bribes and misuses 
rates for water and electricity. All doctors we interviewed were frustrated with the 
apathetic policies and attitudes of the Delhi Administration and municipal authorities. 


Occupancy and Profits: The nursing homes on an average generally have an 
occupancy rate varying from 40 per cent to 75 per cent. The charges are 
discriminatory and depend on the paying capacity of the patients. Anything 
above 40 to 50 per cent occupancy rates give them profit and on the average 
OPD add more to the profit than the in-patients. 


Staffing: Most nursing homes claim to hire staff as per government regulations but 
face problems with the high turnover rate of nurses. As regards the consultant 
doctors, the nursing homes have them either on fixed salary basis or on the basis of 
a percentage cut on the patient's charges. 


Perceptions Regarding Quality of Government Services: The people using the 
services of private nursing homes come from all strata of society. We interviewed 

doctors practising in very low-income as well as high-income areas. All doctors had 
a standard response as regards their reaction to the state of government services. 
Most feel that the government services lack personalised care. According to the 
doctors, patients prefer the private medical sector so as to avoid problems of long 
waiting hours, lack of facilities under one roof, and the bureaucracy involved in 
government hospitals. Additionally, the time spent in getting government services 
increases its real cost to the users. 
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Malpractices : Most doctors confess that some malpractices are prevalent in their’ 
profession as in other sectors mainly because of the tendency among non-reputed 
doctors to earn easy money. On the question regarding the increased use of 
medical technology in diagnosis and treatment, they feel that these are becoming 


necessary as precautionary measures and in most cases are essential and are not 
being misused. 


Suggestions : Doctors feel that since the private sector is a must for adequate health 
care in this country, the government policies on this sector should be more 
pragmatic. Private nursing homes should get similar benefits as given to government 
hospitals and/or small-scale industries. The government should also liaison with 
medical associations to monitor nursing homes and check malpractices. 


In order to profile the private medical sector in Delhi, we conducted in-depth 
interviews with a few select nursing home-owners who were also doctors. In these 
interviews we did not adopt any structured questions or questionnaires; instead we 
used the following questions as a guideline for the informal interviews: 

e What in your opinion is the dynamics of private medical sector today? 

e Why did you establish a nursing home? Any support from the government? 

e What are the problems faced by you in this venture? 

e Why is your nursing home not registered? 

e How has the user's attitude to medicare changed over the years? 


e How do you regard the use of high-tech investigative equipment in medicare? 


On the basis of the responses we set out to construct an interview schedule for the 
promoters of nursing homes to collect background information. 
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CHARACTERISTICS OF PRIVATE NURSING HOMES IN DELHI 


Establishment 


Most of the nursing homes in Delhi were established in the 1980s. Out of the select 
nursing homes that we surveyed, less than 25 per cent were established before the 
80s. It cannot be generalised that this figure holds for all of Delhi, but there has been 
a trend towards building nursing homes especially as an extension of the doctors’ 
residences. There are approximately 1,200 to 1,300 nursing homes and about 7,000 
private medical doctors in the Delhi region.”” 


According to Dr Aggarwal, President, Delhi Medical Association, there Is a nursing 
home forum in the DMA with the doctors who are promoters of nursing homes as 
members. This has been set up to lobby against the government for registration of 
nursing homes. Only four to five nursing homes have been registered by the 
government since 1975. The government has failed to regularise the medical 
services in the capital. According to the municipal authorities in Delhi, nursing 
homes are allowed to come up only in commercial areas. Nursing homes situated 
in residential areas are refused the ‘no-objection certificate’, which is a necessity 
for registration. He feels that there is mushrooming of nursing homes in Delhi but 
there is no corresponding controlling authority to check the growth of sub-standard 
nursing homes. 


DMA wants to provide the best possible medical services to the people but for this 
the government has to cooperate with the DMA. According to him, the Delhi 
Development Authority is not the right body for regularising the private medical 
sector in Delhi. It should be the responsibility of the Health Ministry to regularise the 
nursing homes. 


The main question is whether a nursing home should be in a commercial area or 
a residential area. He feels that nursing homes should be at the “door-step of the 
public” and also added that though all of them have got permission from the 
Lieutenant Governor of Delhi and municipal authorities, there has been no resolution 
on this issue. He also stressed that the government can regularise the number of 
nursing homes in a particular area to control the random growth. This will also be 
effective to keep supply of services in balance with the demand. He stated that 99 
per cent of the government services are in residential areas and this amounts to 
hypocrisy in government policy regarding nursing homes. According to the data he 
provided, “ by the government surveys, Delhi requires 50,000 beds, of which only 
11,000 are provided by the government. The private sector is providing another 
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17,000 beds, of which 14,000 are unregistered because of government regulations.” 
He suggested that the government should survey all the nursing homes and issue 
provisional certificates as well as guide the ill-equipped nursing homes about 
proper standards so that they can complement the government services. He also 
stated that guidelines should not be the same but vary between localities depending 
upon the needs of the people living in that particular locality. The DDA should not 
make money out of the nursing homes because they are service oriented. 


According to the doctors their motivation for establishing nursing homes has been 
to provide total curative care to the patient. As stated by a doctor who is a joint 
owner Of a 50-room multi-speciality hospital in east Delhi and has installed all the 
latest high technology investigative equipment: 
“In private practice | can give personalised care to my patients. Moreover, 
1 can ensure that patients get the necessary treatment and facilities without 
having to go from pillar to post, looking for a good specialist or diagnostic 
facility. In government service a doctor is always dependent on others for 
complete treatment of his patient. And as a private practitioner, without a 
nursing home, | cannot follow the complete line of treatment for my patient; 
! will eventually refer a case requiring surgery to a hospital, where | have no 
control that the patient gets the best effective treatment.” 


Support from the Government 


Out of a sample of 65 nursing homes only four had obtained government support 
in the form of either land, custom duty exemption or tax exemption. Most nursing 
home owners, on the contrary, stated that they were constantly harassed by DDA 
and other local government bodies because of their lack of registrational status. 
The Delhi Administration has refused most nursing homes the ‘no-objection 
certificates’ needed as a prerequisite for registration because of a clause under the 
Nursing Home Act, 1953, whereby nursing homes cannot be constructed in residential 
areas, as is the case for most today. Out of the 65 nursing homes, 22 were registered 
and the remaining 43 were not. It is estimated that in Delhi only 130 of the 
approximate 1,200 private nursing homes are registered with the DDA."® 


Of the 53 nursing home- owners, 22 did not have any experience in working with the 
government sector., 25 nursing home owners had less than ten years, experience 
with the government. Only six had worked for more than ten years (of these three 
for more than 20 years) with the government medical sector before resigning and 
setting up private practices. This trend reflects that one of the reasons for the 
increase in private practice as practitioners or in nursing homes is unemployment in 
the government sector for medical graduates. Although there are always vacancies 
in rural health centres, most doctors prefer to work in urban cities. The case of Dr 
Sama is illustrative of an experienced government doctor taking voluntary retirement 


to set up a private nursing home. 


Dr Sama took retirement from AIIMS after 17 years of government service as 
there was no further scope of promotion there. So he opened this nursing home for 
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himself and his wife to practice and then slowly expanded It according to his needs. 
The entire capital cost was taken initially as a bank loan. The nursing home is not 
registered and the couple is paying water and electricity at commercial rates 
along with misuse charges. Dr Sama was pleased that the government was trying 
to regularise the nursing homes but termed the policy of restricting nursing homes 
to commercial areas as ridiculous. The government should lay down standards for 
regulation of costs, quality, necessary equipments and staff. But, due to the gross 
inadequacy of health care services in government sector, the government should 
show greater understanding to the private sector which is serving a cause. He 
wanted the same incentives to be given as those to the public sector and the small- 
scale industries According to him, the main shortcomings of the government sector 
are overcrowded facilities, long waiting hours, non- availability of prescribed drugs, 
lack of coordination between various departments and malpractices. He noted 
that he had to spend 50 per cent of his time on VIPs and top bureaucrats who could 
otherwise afford private treatment and thus were depriving the needy ones in the 
process. 


He felt that running a nursing home properly was not a profitable business as the 
returns are low. He was in favour of increasing the nursing charges by about three 
times more than a hotel, as a standard nursing home provided all the services of 
a hotel plus the medical care. 


He felt that today, with advanced medical technology, one could not practice 
oroperly in a small clinic without having some basic facilities. Patients were entitled 
to have every service available under one roof, and all facilities ought to be 
provided for their benefit. 


Areas of High Returm, Services, Patients Turnover 
Table Il 


(Number of patients in a month) 


Number of Number of — Nursing Homes forEach tTypeof  Serice 

patients 

treated" X -Ray i 

OPD Maternity Surgical Lab Ultra-Sound ECG EEG Scan FP 
1- 10 ] 6 4 ] ] ] 5 
11- 50 ] 7 10 2 ] 7 2 7 
51- 100 2 5 10 2 0 6 5 5 
101-500 14 27 on 21 19 - 11 
501-1,000 23 3 - - - ] - - 
> 1,000 im - - - - - ] 


* 


The categories in the variable, “number of patients treated” are mutually exclusive and do not add up. 
** FP= Family Planning. 
Lab= Routine laboratory testing like blood, urine, stool. 


From Table || we observe that for a majority of the nursing homes, there is an 
average of 501 to 1,000 OPD patients per month which works out to an average of 
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20 to 50 patients a day. In the case of maternity, surgery and laboratory services, 
there are cases ranging between 101 to 500 a month. Eleven of the 29 promoters 
who had ultrasound facilities stated that 51 to 100 patients in a month utilise the 
ultrasound facilities. Ten of these promoters stated that the usage is between 11 to 
50 patients a month. Majority of the nursing homes which offer X-ray, EES and ECG 
get around 101 to 500 patients a month to use the facility. The scan facilities were 
most sought after with 51 to 100 patients a month. 


This pattern seems to relate directly to the areas of high returns from running a 
nursing home. We asked the doctors to rank their areas of highest return for all the 
services their nursing homes offer. For 34 of the 57 nursing homes, OPD was the area 
of highest return. Since the average consultancy charges varied between Rs 20 to 
250, their gross earnings came to Rs 400 to 5,000 a day. The second most profitable 
category was maternity services (which included normal delivery, Caesarean, 
prenatal, post-natal check-ups) and general surgery. Maternity, general surgery 
and investigative facilities ( ultrasound with X-ray, EEG and ECG) fall third in the 
ranking (see Table Ill). 


Table Il 


Ranking According To Areas Of Profitability 


Services Small Medium Large 
sample size = 10 sample size = 31 sample size = 15 
Se Ist 2nd 3rd Ist 2nd 3rd Ist 2nd 3rd 
OPD 8 ] 1 19 3 6 6 3 1 
Maternity 2 6 — 5 13 5 3 2 3 
Surgical — ] 8 6 9 8 2 6 3 
Laboratory _ — — ] — — — ] ~- 
Ultrasound _ — — 7 — —_ = AR. 
X-ray, ECG, — — — ae reat oa is ay mE 
EEG 
Lab+Uitra- — = 1 = 3 2 2 | 4 
sound+X-ray 
ECG, EEG, 
Scan+Ultrasound = — _ — _ 2 = 7 2 


** Nursing homes specified their first three areas of high returns. 


There is variance in the responses for the three different sizes of nursing homes. While 
for the small nursing homes there is a very clear picture with OPD, maternity and 
surgical being the three areas of highest return, in descending order, majority of the 
medium-size nursing homes have OPD services as the first highest area of return. 
However,the second position is occupied by maternity and surgery, though a 
higher number of respondents listed maternity as the second highest area of return. 
For the medium-size nursing homes, 22 per cent of the respondents listed laboratory 
and ultrasound facilities as the third. The third highest area of return for the medium- 
size nursing homes was almost equally divided between OPD, maternity, surgical 
and laboratory and ultrasound. The large-size nursing homes follow a similar pattern 
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as the medium-size nursing homes. However, in the case of large nursing homes, 
13 per cent listed laboratory, ultrasound and X-ray, EEG, ECG as the first highest 
area of return. For the second position, 13 per cent of the respondents specified 
scan and ultrasound services, while the majority of 40 per cent specified surgical. 
For the third position they were equally distributed across maternity, surgical and 
laboratory, ultrasound, X-Ray, EEG and ECG.This throws light on the fact that 
increasing use of investigative equipment, mainly by the larger nursing homes, is 
matched by their high levels of profitability. 


Nearly 98 per cent of the nursing homes offer the first three services, i.e. OPD, 
maternity and general surgery (see Table Ill). This also corresponds to the fact that 
these are areas of high profitability. Seventy-five per cent of the sample nursing 
homes have ultrasound facilities and 63 per cent have X-ray, ECG and EEG. Only 
26 per cent of the nursing homes have scans and they tend to be the larger nursing 
homes. Only 20 per cent of the small and medium-size nursing homes have scans 
while close to 50 per cent of the large nursing homes have scan facilities available. 
The doctors who do not have facilities like scan, ultrasound or a laboratory, 
normally refer their patients to places that are known to them. There is an unstated 
nexus between between diagnostic clinics, technicians, sonologists and most 
nursing homes. On the basis of this survey if cannot be established that there are 
cuts or other such-like payments involved when doctors refer patients to sonologists 
or diagnostic laboratories or vice-versa. Only one of the ten nursing homes with less 
than five beds have an attached pharmacy. However, one-third of the medium- 
size nursing homes and almost half the large-size nursing homes have facilities of an 
attached pharmacy. According to the chairman of a leading multi-speciality 
hospital in Madras, the real earners are the OPD, theatre charges, laboratory 
investigations and pharmacy sales '? (see Table IV). 


Table IV 
Facilities Offered By Dirrerent Types Of Nursing Homes 


Type of Service Small Medium Large 


(sample= 10) (sample=30) (sample=15) 

OPD 10 30 15 
Maternity 8 30 15 
Surgery 10 29 15 
Family planning 5 24 2 
Laboratory (blood, 

urine tests) 4 23 15 
Ultrasound 5 15 13 
X-ray, EEG, ECG 3 22 1] 
Scan/s 2 6 Fi 
Pharmacy ] 1] 6 
Profitability 


In Table Ill we see that almost 81 per cent of the nursing homes in each category 
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are making profits from running in-patient facilities as they fall in the 40-80 per cent 
group of bed occupancy. We are able to assess this on the basis of the responses 
from the promoters regarding their break-even rate of bed occupancy, 
Approximately 90 per cent of the promoters stated that their break-even point in 
terms of bed occupancy is 40 to 50 per cent, Very few promoters responded their 
break- even point in bed occupancy to be as high as 70 to 80 per cent. In the latter 
case, those nursing homes that do not reach their optimal occupancy, regain their 
profits from OPD, laboratory or other investigative facilities. A few promoters, 
especially owners of small-size nursing homes, were not making adequate profits on 
running the in-patient facilities in their nursing homes. A doctor in east Delhi stated 
that she was making as much as her salary in a government hospital before she 
resigned. She was unable to hike her rates as her clientele is mainly from low income 
who at times are unable to pay her consultation fees of Rs 25. She had no plans for 
expanding her nursing home. 
Table V 


Rate Of Bed Occupancy” 


Type of Nursing Home 0 - 20% 20 - 40% 40 - 80% > 80% 
Small (sample = 10) _ 1 7 2 
Medium (sample = 30) — 4 24 — 
Large (sample = 16) ] 1 12 1 
Total ] 6 43 3: 53 


* Note: The average break-even point for profits in terms of bed occupancy is stated to be 40 to 50 per 
cent by nursing homes. 


Social Background Of Promoters 


An interesting sociological aspect of the profile of promoters of private nursing 
homes is their family background. This relates to their sources of capital and how 
they have been able to invest in establishments which require anywhere between 
a few lakhs to a crore of rupees as initial investment. From Table VI we observe that 
the promoters of small nursing homes hail from business, professional and medical 
backgrounds. As the size of the establishment increases, one finds that an increasing 
percentage of promoters are from business background (see Table VI). 


Table VI 
Family Background Of Promoters 


Type of Business Professional (Incl.) Mecdical Total 
Nursing home Govt. employees) 

ee tee rege) ee 
Small 4 4 2 10 
Medium he 8 7 30 
Large 1] 2 2 15 
ee eee 


Total 30 14 1] 55 


Only four of the 65 promoters interviewed had received government support in the 
form of subsidised loans or custom duty exemptions. All the remaining 61 had 
availed of personal funds and loans at commercial rates of interest. Some promoters, 
who revealed the extent of their investment, gave their initial investment as being 
less than ten lakhs for smaller nursing homes and 30 to 50 lakhs for the larger nursing 
homes. While some promoters had a 40 to 50 per cent equity with the rest in the 
form of loans, others stated to have used 100 per cent of their own funds, A recent 
ohenomenon is the corporatisation of medical care which is attracting a lot of 
outside capital purely as a profitable investment. We met a doctor who is the 
only medical partner of a hospital coming up as a private limited company. This 
11-crore project is funded mainly by non-medical financiers, who have other 
business interests as well. 


Staffing Patterns 


Not all nursing homes were forthcoming in their replies to questions of staffing 
patterns, salaries and qualifications, especially those of doctors/consultants. On an 
average the consultant doctors are paid a salary that ranges from Rs 3,000 for a 
MBBS visiting consultant to Rs 5,000 for a resident doctor. Some doctors are allowed 
to charge patients independently and give a proportion of their earnings to the 
nursing home. The average salary for nurses was found to be Rs 1,000 to Rs 1,200 
with a high end of Rs 1,700. The technical staff are paid anywhere between Rs 900 
to Rs 1,200. The ayahs have an average salary of Rs 500 to Rs 800. 


Most doctors expressed dissatisfaction with their nursing staff. According to some 
doctors, there is a high turnover of nurses and they often leave in lure of better 
salaries. The A-grade nurses prefer to go to government hospitals because of job 
security and other benefits. Most private nursing homes recruit the B-grade nurses, 
who are less accomplished. The doctors feel that nurses are not given adequate 
practical training by the nursing colleges and as such they have to be given on-the- 
job training by the nursing homes. 


Table VII 


Number Of Doctors Employed 


Type of Number of consultants and resident doctors 

Nursing Home 1-3 4-7 8-10 > 10 
small 

(sample =20) 4 3 ] ] 
Medium 

(sample = 29) 10 8 6 a 
Large 

(sample =15) - 2 3 10 
Total 15 13 10 16 
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The number of nurses employed was observed to be in proportion to the size of the 
nursing homes, where on the average it works out to 1 nurse : 2 beds, e.g. most ten 
bedded nursing homes employed five to six nurses. 


All the nursing homes in the sample of 65 had employed at least one other 
consultant doctor even though most of these nursing homes are single owned or 
husband-wife owned, where the promoters are doctors themselves. Mostly the 
husband-wife team has women doctors as gynaecologists and the specialisation 
of the husband varies between paediatrics, general surgery, urology, nephrology, 
gastroentrology, ENT and others. From the Table VII we see that 50 per cent of the 
small-size nursing homes employ between one to three consultant doctors. These 
generally do not have a resident doctor. The medium-size nursing homes are more 
or less equally distributed across the different categories, with a little over 50 per 
cent employing less than seven consultants and the remaining employing more 
than seven doctors. Nearly 70 per cent of the larger nursing homes with more than 
15 beds have on the average more than seven to ten doctors in employment. 


Socio-Economic Background Of Users 


Most nursing homes have stated a more or less equally distributed clientele, across 
lower, middle and high-income groups. 


Table VIII 


Socio-Economic Background Of Users*** 


Type of Nursing Home Low Income Middle Income High Income 
Small 10 7 1 
(sample = 10) 

Medium 6 14 2 
(sample = 30) 

Large 7 4 vs 


(sample = 16) 


* This Table gives the number of nursing homes that cater to a third to two-third users from a particular socio- 
economic group. . 

** In any particular category the numbers do not add up to total sample size because the nursing homes 
catering to low-income users may also cater to middle and high-income users though with a different 


percentage distribution for each. 


Regarding the facility of providing free/subsidised beds to users from low income 
classes, less than 50 per cent of the nursing homes had actually provisions for this. 
Although a significant proportion ( 44 per cent) of these do allegedly cater to low- 
income users, who constitute one-third of their clientele, in Table IX we observe that 
86 per cent of the medium-size nursing homes had provisions for free beds for low- 
income users. The corresponding percentages for small and large nursing homes 
were 40 and 53 respectively. It is interesting that the least percentage is for srnall- 
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size nursing homes. This reinforces the fact that the size of the nursing home has not 
much correlation with the income of the clientele (see Table |x). 


Table IX 


Availability Of Free Beds For Low-Income Users 


Type of Nursing Home Yes No 
Small 4 6 

(sample = 10) 

Medium 

(sample = 28) 13 15 
Large 

(sample = 15) 8 7 

Total 25 28 


Total Sample = 53 


Malpractices 


Regarding malpractices in the medical sector, our questions were phrased so as to 
be unbiased and non-judgemental. We asked the promoters if they were aware of 
the following: 


e Overuse of investigative equipment? 
e Overprescription of drugs? 
e Any cases of medical negligence? 


e Any patients coming to them after wrong diagnosis and treatment from another 
doctor? 


All doctors replied in the negative to the last two questions. However, for the first two 
questions we got mixed responses. Therefore, for the purpose of tabulation we used 
the responses to the first two questions only. Almost 70 per cent of the promoters 
said that there was overuse of investigative equipment and overprescription of 
drugs by some doctors but qualified their statement by adding that they were not 
directly aware of any cases of negligence or were not in touch with any such 
doctors who indulged in malpractices. 


A doctor who had set up a nursing home after retiring from AlIMS felt that there was 
corruption in the medical sector because of a few doctors who were resorting to 
unethical means to make money. He also blamed the users for sometimes pressurising 
doctors to conduct investigations that may not be necessary and the doctor 
obliges because he/she does not want to lose his/nNer clientele. 
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UTILISATION PATTERNS IN MEDICAL CARE 


To study the trends in utilisation patterns of private and government medical 
services, we constructed an interview schedule which was initially field-tested in 
Nand Nagri, a resettlement colony in East Delhi. 


We conducted interviews with 171 users out of which 20 were selected randomly 
from Nand Nagri. A sample of 60 users was chosen randomly as in-patients fro) 
private nursing homes selected for our study. Another 91 users were interviewed ai 
government hospitals. The government hospitals that we selected were All India 
Institute of Medical Sciences (AIIMS) and G.B. Pant Hospital. Most of the patients at 
AllIMS were from the outlying areas of Delhi while a few were also from States like 
UP and Bihar. 


The interview schedules of the users were designed to study the resort patterns for 
medical services of users with different income, occupation, and educational 
backgrounds. By resort patterns we mean the different categories of health care 
facilities that people use for different types of ailments. Another area that we 
assessed was the satisfaction of users at private and government medical services 
along c few other criteria, like the attitude of the doctors towards the patients, the 
attitude of the nurses, the time spent with the doctor during the visits, the in-patient 
facilities and the use of investigative equipment. The last criterion was evaluated 
only for the private sector since not many patients had any opinion for the 
government medical sector. 


Users are classified according to the source where they were interviewed. The 
interviews were conducted at three sites which included the Nand Nagri resettlement 
colony, government hospitals and private nursing homes. These three groups are 
broadly related to different socio-economic groups as well. 


Patterns of Resort 
Resettlement Colony 


Table X shows the pattern of resort for different types of treatment for 20 users 
selected from the Nand Nagri resettlement area. According to our data, there is a 
clear preference for a private practitioner for initial treatment, i.e. the first visit to a 
doctor for diagnosis. While 60 per cent were for the private practitioner, 20 per cent 
for the government hospital the nemeining, 20 per cent were indifferent varying 
between the two. For minor ailments too there is a majority of 60 per cent for the 
private practitioner and approximately 40 per cent for the government hospitals. 
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For major ailments the pattern changes with an equal number in favour of a 
government hospital or being indifferent between a government hospital and a 
private nursing home. Only one respondent was in favour of a private practitioner. 
For surgery and hospitalisation the majority were in favour of a government hospital 
(50 per cent for surgery and 80 per cent for hospitalisation in government hospital). 
In the case of maternity and child health, while 60 per cent opted for government 
hospitals, 25 per cent of the respondents preferred home treatment. Since this is a 
resettlement colony, there are some traditional practitioners and dais who have 
been in the community for a long time. Interestingly, all the respondents who 
preferred home treatment for MCH were Muslims. 


Table X 


RESORT PATTERNS FOR DIFFERENT TYPES OF TREATMENT 
Users from Nand Nagri Resettlement Colony 


Sample=20 Initial Minor Major Surgery MCH Hospita- 
Treatment Ailment Ailment lisation 

a. Private 12 12 ] — —_- — 
practitioner 

b. Government 4 7 7 10 12 16 
hospital 

c. Private — — 4 & 2 2 
nursing home 

a/b 4 ] — ] = — 

b/c — a 7 4 — 2 

Home treatment — — — = 5 ee 


Choice of Different Systems of Medicin 


Another question that was asked of the users was the system of medicine they used 
for common ailments. The choices given were ayurvedic, homoeopathy, allopathy 
and other traditional systems. At the resettlement colony, approximately 50 per 
cent of the users stated allopathy and close to 45 per cent stated a combination 
of allopathy and ayurvedic. At the private nursing homes 66 per cent of the users 
chose allopathy alone and 25 per cent of the users used allopathy and 
homoeopathy. At the government hospitals, 50 per cent of the users used allopathy, 
20 per cent used both allopathy and ayurvedic, and 18 per cent used both 
allopathy and homoeopathy. Allopathy is seen to be the predominant influence in 
people's choice of curative treatment. Although the other two systems are used, 
but preferably along with allopathy. In the latter case, the users use one or the other 
for different types of treatment, for e.g. homoeopathy is used by some users for long 
chronic ailments for which there is no cure in allopathy. 


Resort to Government Hospitals 


Tables XI A and B highlight the resort patterns of users who were interviewed at the 
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OPD and general wards of government hospitals. They are distributed in two Tables 
because of income differentials among the users. At Nand Nagi all users had 
homogenous incomes—below Rs 3,000. At the government hospitals we observed 
that a little over 50 per cent of the users had incomes less than Rs 3,000 and 46 per 
cent of the users had incomes between Rs 3,000 and 5,000. The sample size for the 
purpose of this analysis was 85 users.There was some overlap between the group 
A of government and the users at the resettlement colony in terms of income levels. 


In the case of initial treatment there are equal numbers of users belonging to the 
lower-income group for both private practitioners and government hospitals. 
However, for users of slightly higher income groups (as shown in Table B), 59 per cent 
are in favour of private practitioners. For minor treatment, in both income groups 
around 45 to 48 per cent prefer to use government hospitals. However, in the lower 
income group, a mere 4 per cent prefer a private nursing home., in the higher 
income group 15 per cent prefer the private nursing home. In the case of major 
ailments, the lower income group showed a clear preference for a government 
hospital and in the higher income group, majority were indifferent between a 
government and private hospital. For surgery, MCH and hospitalisation, in the lower 
income group, there is a strong preference for government services and in the 
higher income group, majority are in favour of government services. However, 
there is still a significant proportion who seems to be indifferent between government 
and private services. 


Table XI A 
Resort Patterns For Different Types of Treatment 


Users from government hospitals, with family income less than Rs 3,000 


Table A Initial Minor Major Surgery Maternal Hospita- 


Sample=46 Treatment Ailment Ailment lisation 

a. Private 20 4 5 — 1 
practitioner 

b. Government 21 21 27 35 39 37 
hospital 

c. Private — 2 4 4 2 2 
nursing home 

a/b 4 a prs os 1 sae 


b/c ] 9 9 7 4 6 
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Table XI! B 
Resort patterns for different types of treatment 


Users from government hospitals with family Income more than Rs, 3,000 


Table B Initial Minor Major Surgery MCH Hospita- 

Sample=39 Treatment Ailment Ailment lisation 

a Private 23 2 — os ~ _ 
practitioner 

b Government 8 19 ia 19 22 22 
hospital 

c Private — 6 9 6 2 ] 
nursing home 

a/b 8 — —_ 2 ion ge 

b/c — mores 15 8 10 14 


Private Nursing Homes 


Table XIl A shows the resort pattern for users at private nursing homes. In this we 
divided the users into two income groups Table A gives the responses of users from 
income below Rs 5,000 and Table B for above Rs 5,000. These two groups are so 
divided that their sample sizes are similar. in the first subgroup 25 of the 26 users have 
a total family income above Rs 3,000 and below Rs 5,000, which overlaps with group 
B of. the government hospital users. 


In case of initial treatment approximately 80 per cent of the users in both income 
groups prefer a private practitioner. For minor ailments, in the lower income group, 
26 per cent prefer private practitioners, 11 per cent prefer government, 34 per cent 
prefer private nursing homes and 23 per cent are indifferent between a government 
hospital and a private nursing home. In the case of the higher income group, for 
minor ailments, 43 per cent prefer private practitioner, 50 per cent prefer a private 
nursing home and a mere 7 per cent prefer government hospital. In both income 
groups, for major ailments and surgical cases, majority were in favour of private 
nursing homes. The pattern is similar in the case of hospitalisation and MCH, except 
that the proportion who prefer government, although low, is marginally higher for 
the lower income group. 
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Table Xl A 
Resort Patterns For Different Types Of Treatment 


Users from private hospitals/nursing homes with family income 
less than Rs 5,000 


SE STE ES RR A ET Wea VSO EO Cs eC a 


Table A Initial Minor Major - 

Sample= 26 Treatment Ailment nas pare wed proses: 

ga oe ge gE RES Se RAE ES SA SE OT ee a ee ee rad ee ee ee 2 ae od 

a Private 22 7 — — -— 1 
practitioner 

b Government 2 3 4 2 2 3 
hospital 

c Private — 9 16 20 18 15 
nursing home 

a/b ] _ ies cn 3 

b/c — 


Home treatment ] 


—oO 
4B 
1 >] 
— oO 
~N 


Table XIil B 
Users from private hospitals/nursing homes with family income 
more than Rs 5,000 


Table B Initial Minor Major Surgery MCH Hospita- 
Sample= 32 Treatment Ailment Ailment lisation 


a Private 26 13 _— -- -- -- 
practitioner 

b Government 2 2 3 2 — ] 
hospital 

c Private ] 15 21 27 30 25 
nursing home 

a/b 3 — _ _ _ _ 

b/c — — 1 . 1 6 


Factors Determining Different Resort Patterns 


These tables throw light on some very interesting findings. Firstly, there is some 
influence of income groups on the resort pattern where the higher income groups 
have a stronger preference for private nursing homes and private practitioners. 
Within each user group there is slight difference in resort pattern between the 
income groups. Across the user groups, there is already an income differential as 
stated above, as well as a marked variance in resort pattern, whereby the users at 
the resettlement colony and government hospitals have a predilection for 
government hospitals in cases of major ailments, surgery, MCH and hospitalisation. 


However, for all income groups the private practitioner is a very important entity, 
especially for initial treatment. The users that we interviewed at private nursing 
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homes, belonged to marginally higher income groups, but tended to use the 
services of private nursing homes in a higher proportion. Income is not a significant 
influence since close to 40 per cent of the users at government hospitals and private 
hospitals had incomes between Rs 3,000 and Rs 5,000. The other explanatory 
variables, working with income factor, are educational and occupational 
background of users. We observed that most users in the resettlement colony were 
semi- literate and only 30 per cent were graduates. Their occupations were mainly 
petty business or domestic work or work as class IV employees. In the government 
hospitals, the users at the general wards were also predominantly semi-literate or XIi 
th pass. However, there were also users who were graduates and post-graduates, 
though their proportion was only 30 per cent of the tofal. 


Nearly to 70 per cent of the private sector users were graduates, post-graduates 
and professionals. The remaining 30 per cent had, however, less than higher 
secondary education. The users at private nursing homes were employed in 
business (28 per cent), in government as Class | and Il employees (34 per cent), as 
housewives (14 per cent), in petty business (14 per cent) and others. Therefore it is 
a combination of socio-economic forces that influence the users’ resort patterns for 
different types of treatment. 


Factors Determining Choice of Health Care 


Regarding the question about the determinants for the users’ choice of a particular 
institution or doctor for treatment, the three sources gave different combinations of 
the following factors: traditional use, accessibility, cost effectiveness, quick remedy 
and availability. 


Levels of Satisfaction with Different Types of Medical Institutions 


The second major level of analysis for the utilisation patterns in health care and the 
determinants for the choice of health care is the satisfaction of the users with the 
different types of medicare institutions. For simplicity we chose only government 
hospitals and private nursing homes/hospitals. We asked the users to respond with 
‘Yes’ or ‘No’ to the different criteria for satisfaction with the services at the two types 
of institutions. 


For this purpose five criteria were chosen to assess satisfaction levels. These 
included attitude of doctor, attitude of nurses, time spent with the doctor, in-patient 
facilities and use of investigative equipment. Table Xill shows the responses of the 
users for the different satisfaction criteria, cross tabulated to the source of users. 


Altitude of the Doctor: Nearly 99 per cent of the users were satisfied with the private 
sector in all the three sources. However, at the resettlement colony and government 
hospitals, close to 50 per cent of the users did not respond, probably because they 
had not had much or any experience with private nursing homes. With regard to 
government services, majority of the users at the resettlement colony were satisfied 
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with government hospitals, At the 


private sector, nearly 50 per cent of t 
not respond. This was again due Used he users did 


to their inexperience with government hospitals. 


Altitude of Nurses: While a majority was satisfied at all three sources with the private 
sector, the response to the government sector nurses was quite negative. About 66 
per cent of the users at private nursing homes were not satisfied with nurses in 
government hospitals. For resettlement colony, 75 per cent of the users were not 
satisfied with the government nurses. 


Time spent with the Doctor: A similar pattern of response as for the nurses could by 
seen. While 99 per cent of the users were satisfled, for all three sources, with the 
private sector 5 the proportion of users not satisfied with government sector doctors 
for the time spent with the patients was high. This proportion was the lowest for the 
users at the government hospitals. 


In-patient Facilities: Majority of the users at all the three sources was satisfied with 
the private sector. For the government hospitals, close to 80 per cent of the users 
_ at private nursing homes, 85 per cent at the resettlement colony and close to 60 per 
cent at the government hospital were dissatisfied with the government sector for in- 
patient facilities. 


Use of Investigative Equipment: It was assessed for the private sector only. We 
wanted to know how many users ever considered this as an important criterion and 
responded in the positive thereof. Almost 99 per cent of the users at private nursing 
homes and the resettlement colony were positive about the use of investigative 
equipment in the private sector. At the government hospital, close to 95 per cent 
were satisfied but only less than 50 per cent responded. This is once again because 
of their limited contact with the private sector. 


Table Xill 


Satisfaction criteria for services in Private and Government Hospitals 


Source of Type of _— Attitude of Attitude of — Time with In-patient Investigative 
Users Response Doctor Nurse Doctor Services Procedure 
(private) 
Pvt. Govt. Pvt Govt. Pvt. Govt. Pvt. Govt. 

Private nursing Yes we 224 58 im By 22 1 54 6 59 
home No ] 11 ] 21 ] 15 — 25 ] 
(sample = 60) DNR — 28 ] 28 — 28 6 29 — 
Resettlement” Yes 10 14 10 5 10 Fe eat 10 3 10 
community No — 6 _ 15 — 15 _ 17 — 
(sample = 20) DNR 10 — 10 — 10 — 10 — 10 
Govt. hospital Yes 42 75 4] 48 42 §8 4) 37 37 
(sample = 90) No —_ 15 ] 42 — 31 — 52 3 

DNR 4 — 48 — 48 ] 49 1 50 


* DNR —> Did not respond/Do not know. 
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Therefore, on the whole the levels of satisfaction on all four criteria are higher for 
the private sector than for the government sector in medical care. interestingly, a 
high proportion of users at government hospitals have limited contact with the 
private sector, thus it is difficult to draw broad conclusions on their experiences with 
the latter. This is verified by the data from the interview schedules with users 


regarding two questions: 
e Do you have a family physician? 
e Have you ever been admitted to a private nursing home? 


Table XIll clearly indicates the very low percentage of users for a family physician 
at the resettlement colony and government hospitals. In fact the percentage for 
users at the resettlement colony is close to zero. Almost 50 per cent of the users at 
private nursing homes have a family physician. This aspect is closely linked to the 
income class of the users. Users at the resettlement colony belonged to the lowest 
income group in this study. The percentage of the users wno have some contact 
with the private nursing homes is quite significant for all three groups. However, it is 
as high as 96 per cent for users at private nursing homes. ! 


Table XIV 


Contact with private medical sector 


Source of % of users who have % of users at 
family physician some contact with private nursing homes 
Government hospital 28.20 44,00 
(sample= 85) 

Resettlement Colony 0.05 50.00 
(sample= 20) 

Private nursing home 48.20 : 96.00 
(sample= 58) 


We see that on the whole there is a significant contact of users with the private 
medical sector even though the lower income users do not have family physicians. 
While the government services are dominated by the lower income users, the 
private medical sector captures users from all socio-economic backgrounds. 
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SUMMARY 


In India, the State has Played an important role in the financin rovi 
administration of health services. Alongwith State provision, the Ha Couns 
and voluntary (non-profit) sectors have played a significant role in the delivery of 
health services. Over the years the non-government sectors, specially the private 
or ‘for profit’ sector, has been expanding rapidly. During this period the government 
has also offered a variety of concessions and subsidies to foster its growth. 


There have been a few studies which have looked at the characteristics and 
dynamics of the private sector. In order to get some insight into the working of this 
sector and the people who use them, a study of private nursing homes and its users 
was undertaken in Delhi. This study focussed on the characteristics of nursing 


homes, the socio-economic background of the users and the factors that influence 
people's choice. 


The study focussed on the characteristics of the private sector and nature of Its 
growth in different socio-economic areas of Delhi. In addition, users from different 
socio-economic groups were interviewed at a government hospital, private nursing 
home and a resettlement colony. The users were asked about (a) their experience 
with the public and private medical care, (b) what are the factors that determined 
their choice of medical care, and (c) what was the resort pattern for different types 
of ailments, viz. minor versus major. 


The objectives of this study were to look at (a) the recent trends in privatisation by 
studying the characteristics and services offered by private nursing homes and 
hospitals in Delhi, and (b) resort patterns of people from different socio-economic 
groups and to discern the factors that influence the choice of health care for 
specific groups of people. 


Altogether 65 nursing homes of varying sizes on a stratified, random sampling were 
selected for an in-depth study. The institutions in the sample included small nursing 
homes with a bed strength ranging from five to ten beds, middle-size nursing homes 
with a bed strength ranging from ten to15 beds and large ones with bed strengths 
above 15. In order to get an insight into utilisation patterns, 171 users from three 
different sources, viz. government hospitals, resettlement colony and private nursing 
homes, were interviewed. 


The study revealed that there are approximately 1,300 nursing homes and 7,000 
qualified private doctors in Delhi. Majority of these nursing homes were established 
during the eighties and are not registered either with a professional body like the 
Delhi Medical Association or the Delhi Administration. Of the 65 nursing homes 
studied, only 22 (34 per cent) were registered under the Delhi Nursing Homes Act, 
1953. According to an estimate, only 130 of the approximate 1,200 private nursing 
nomes in Delhi are registered with the Delhi Development Authority. This low level 
of registering of nursing homes means that efforts for regulation and prescribing 
minimum standards become extremely difficult. 
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There Is considerable variation in the size of nursing homes, with small nursing homes 
having between five to ten beds, medium ones with an average beds of ten fo15 
and large with more than 15 beds. The variation in sizes of operation also pose 
difficulty for prescribing regulations since the nature of services offered by the 
various categories also varies considerably. It is interesting to note that nearly 65 per 
cent of the owners of nursing homes had worked in government service and then 
either resigned or took voluntary retirement to set up private nursing homes. Of 
these, more than 50 per cent of nursing home-owners had worked in government 
service for atleast ten years before resigning to establish a private nursing home. 
Other studies have commented on this phenomenon and acknowledge that 
serving in the government hospitals helps doctors build up professional and social 
contacts which Is supportive in setting up their private practice. 


The social background of promoters varies with the size of operations. Among the 
promoters of small nursing homes, nearly 80 per cent belonged to business and 
professional families. Among the promoters of middle nursing homes, majority of 
them too were from business and professional families. However, majority of the 
promoters of large nursing homes belonged only to business families. Therefore as 
the size of the establishment increases, there is an increasing percentage of 
promoters from business background. 


This study tried to elicit information on areas of high return in private nursing homes. 
The owners were asked to rank services according to the nature of returns, viz. high, 
medium or low. Majority of the owners ranked out-patient services as the area of 
highest return. The average consultancy charges range from anywhere between 
Rs 20 for a general consultation to Rs 250 for a specialised one, which amounts to 
a gross earning of Rs 4,000-5,000 a day. The second most profitable area was for 
maternity services which included normal delivery, Caesarean sections, prenatal 
and post-natal check-ups, and the third most profitable area was general surgery 
and investigative facilities. The areas of return also varied according to the size of 
nursing homes. For small nursing homes, out-patient services, maternity and surgical 
services were areas of high returns. For medium-size nursing homes, out-patient 
services, maternity and surgical services were areas of highest return. In the large 
nursing homes, out-patient services, maternity, surgical and investigative facilities 
were areas of highest returns. This is because it is only the larger enterprises that can 
afford to invest in medical equipment. Thus the areas of high return as stated by 
owners reveal that out-patient services (OPS) offers the highest return. This was 
followed by maternity services, general surgery and investigative facilities. Almost 
70 per cent of the promoters of nursing homes said that there was overuse of 
investigative equipment and over-prescription of drugs by some doctors. 


Utilisation Patterns 
People from different sources, viz. a resettlement colony, government hospitals and 
private hospitals were interviewed regarding utilisation patterns and choice of 


services. At the resettlement colony, approximately 50 per cent of those interviewed 
resorted only to allopathic services and close to 45 per cent used a combination 
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of allopathy and ayurveda. At the Private nursing homes, 66 per cent of those 
interviewed used allopathic services and 25 per cent of them used a combination 
of allopathy and homoeopathy, Among those interviewed at government hospitals 
50 per cent of the users resorted to allopathy, 20 per cent used both allopathy and 
ayurveda and 18 per cent used allopathy and homoeopathy. Although a fairly 


large percentage do resort to allopathy, it is interestin 
; g to note that other systems 
are also used in combination with allopathy, é 


The resettlement colony where live most of the people with a monthly income of 
less than Rs 3,000, there emerged a differential pattern of resort. For initial treatment 
60 per cent of those interviewed resorted to the private practitioner, 20 per cent to 
the government hospital and the remaining 20 per cent were indifferent between 
the two. In the case of minor ailments, 60 per cent of the users turned to a private 
practitioner and the remaining to a government hospital. For surgery and other 
cases requiring hospitalisation, 80 per cent of those interviewed opted for a 
government hospital. For maternity and child health cases, 60 per cent opted for 
government hospitals. This pattern of utilisation clearly shows the choices people 
make during specific states of ill-health. 


Two groups of users of government hospitals were interviewed and these comprised 
those with a monthly family income of less than Rs 3,000 and the other with a 
monthly income of more than Rs 3,000. In the lower income group, 50 per cent of 
those interviewed preferred a private practitioner for initial treatment. For minor 
ailments, nearly 50 per cent preferred a government hospital and in the case of 
surgery, and MCH requiring hospitalisation, the majority preferred a government 
hospital. 


Several factors seein to influence satisfaction levels of users and the important 
determinants seem to be the attitude of nurses, time spent with the doctor and the 
quality of services. About 66 per cent of the users at private nursing homes were 
not satisfied with nurses in government hospitals., 75 per cent of the users interviewed 
at the resettlement colony and 50 per cent of those interviewed at government 
hospitals were dissatisfied with the nursing staff in public hospitals. As far as attitude 
of doctors was concerned, nearly all the respondents were satisfied with the private 
practitioner. Respondents from government hospitals and the resettlement colony 
expressed satisfaction with government services. Majority of the users were satisfied 
with the private practitioner for the amount of time they spent. Majority of those 
interviewed were dissatisfied with the quality of out-patient and in-patient facilities 
in a government hospital. 


Policy Implications 


Given the limited scope of this study, our objective is not to make sweeping 
generalisations for the private sector in other cities. However, we believe that this 
study does throw up some valuable information which can be used for broad 
policy formulations vis-a-vis this sector. It is also necessary to point out that some of 
the characteristics observed in this study match the findings of a similar study done 
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in Hyderabad.”' To that extent, one could say that the findings of the case study of 
nursing homes in Delhi is not unique. 


There are a number of issues which will have a bearing on future policy directions. 
First of all the private sector needs to be regulated and af present there are no 
effective means of regulation either by the government or by the professional 
bodies. One of the major problems in instituting any regulations is the heterogenity 
of the private sector. This heterogenity gives rise to a conflict of interests between 
the small owners and the larger ones. In fact, the professional bodies have partly 
been ineffective because of these conflicting interests. There have been efforts by 
the consumer groups to take up cases of medical negligence under the Consumer 
Protection Act, but this alone is not adequate to check the unprecedented growth 
and quality of services provided by private institutions. 


In the case of Delhi, the Nursing Home Act of 1953, amended in 1992, gives 
authority to the Delhi Administration to grant registrations, cancel registrations and 
penalise non-registered nursing homes. As regards registration, it has a list of criteria 
which pertains to location, building, room space, beds, staff, linen, sanitation, water 
supply equipment and services that have to be satisfied before the registrational 
status is granted. In absence of registration, a nursing home can be penalised along 
various categories. One of the major problems with the Nursing Home Act is that if 
does not really monitor the quality of services. The provisions of this Act are quite 
impractical and create severe bureaucratic problems without controlling the 
growth of sub-standard nursing homes. The monitoring is so poor that the Health 
Department does not even possess the information on the exact number of nursing 
homes in existence in Delhi. 


One of the reasons why so few nursing homes are registered in Delhi is because of 
a particular amendment of the Act which stipulates that “medical services being 
a commercial venture, hospitals should be located in commercial areas”. Most 
nursing homes in Delhi are built as extensions of the promoters’ residences or are 
located in residential areas. The doctors’ rationale is that hospitals have to be 
accessible to people in the time of need, which makes their location in residential 
areas necessary. According to Dr Vinay Aggarwal, president of the DMA, 
government hospitals are not subject to a similar criterion despite being situated in 
residential areas. Therefore, the Administration is neither serious nor consistent in 
registering nursing homes. During this study we came across very high quality 
nursing homes as well as nursing homes with cramped rooms, ill-equipped to handle 
major operations, and lacking proper lighting or ventilation. However, the location 
of such nursing homes in residential or commercial areas has no relation to the 
nursing homes being ill-equipped or lacking proper facilities. Secondly, the lack of 
authorisation of nursing homes hampers their functioning to the extent that they are 
not allowed to take up medico-legal cases. This is seen to happen very often when 
a critical patient cannot be taken up by a nursing home in proximity to the patient 
but has to be removed to a government hospital. 
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Yet another important dimension thrown up by this study is the haphazard growth 
of medical services in Delhi. A spatial distribution of medical services in Delhi shows 
that there are pockets where both the public and private services are concentrated, 
while large areas particularly in north and west Delhi are poorly serviced. (see maps 
There is a great deal to be said for area-wise, need-based planning of services 
where the Delhi Administration can play an important role in doing detailed area- 
wise planning of medical services, both private and public. 


The study of utilisation patterns reflects the mixed provision of services. While a high 
percentage turns to a private practitioner for minor ailments, for cases requiring 
hospitalisation a large majority uses the services of a government hospital. This is 
specially true for the lower income groups. The trends observed in this study is borne 
out by the 42nd round of the National Sample Survey on utilisation of medical 
services. It is therefore crucial that funds for government hospitals are not 
indiscriminately cut because it is bound to affect the interests of the poor. 


CONCLUSION 


The Nursing Home Act has to be revised so that it becomes effective in monitoring 
the growth and quality of services rendered by nursing homes. At a national level 
too there has to be some policy to monitor and regulate the private medical sector. 
Most of the States do not even have a legislation to monitor the functioning of 
nursing homes and hospitals. Moreover, this is one sector where proliferation and 
increased competition has not really led to better quality of services or reduced 
charges. Since the government has been openly legitimising the growth of private 
sector, as stated in the Introduction of this report, it should act through medical 
councils in each State and through its local administrative bodies so that some 
liaison work is done towards upgrading the quality of services and checking 
malpractices in the medical sector. 
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ANNEXURE | 
Case studies of Interviews with Promoters of Nursing Homes 


Dr S. Anand, Anand Hospital, Preet Vihar, Delhi. 


Establishment : This hospital was established in February 1993, and its speciality is in 
cancer therapy. This is a private limited company owned by three doctors. The 
registration of the hospital is still pending with the government. Though the land is 
meant for a hospital and belongs to the DDA, still no help is available from the 
goverment except customs duty exemption. The electricity has not been sanctioned 
till now. The initial cost of capital and equipments are met by loans taken from 
financial institutions as industrial loans at an interest rate of 20 per cent. Another 
loan Is applied for from the government and as per government stipulation 10 per 
cent of the beds are kept free for needy patients. 


Facilities : This is a specialised cancer hospital. There is a dire need for radiotherapy 
facilities In this country, as only 150 units is available out of 850 units required. This is 
only the second hospital having such facilities in the private sector, after Batra. The 
patients are generally referred by fellow doctors for which a percentage cut Is 
given to the doctors. 


Aftitude to Government Sector : The main shortcoming of the government sector as 
noted by him Is the lack of personalised care. The doctors do not have any time 
even to respond to the patient and so the patients feel that they are not receiving 
proper care. Another point he noted is the absence of specialised tertiary sector 
in the government services. 


Users Attitude : He feels that the users have become more discerning and the rich 
patients are more interested in ancillary and paramedical facilities. 


Nurses : He feels that the nurses available lack practical training. Better Nurses opt 
for government services because of job security and better pay. In the private 
sector the turnover rates of nurses are high which pose difficulties. 


Misuse of Technology : He feels that public awareness is necessary to check this and 
voluntary organisations should play a leading role in educating the people in this 
regard. 


Profits : According to him, as an industry this is profitable. Around 50 per cent 
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occupancy generally clears the break-even point for costs. Anything more than 
that is profit. 


Dr Abrol, Ear, Nose and Throat Specialist, Saket. 


Establishment : After retiring with 30 years of government service as ENT specialist at 
the AIIMS, Dr Abrol decided to set up private practice. His wife and sister are also 
practising in the same nursing home. He secured the funds from his own capital and 
inherited wealth which enabled him to buy all the necessary sophisticated 
equipment. According to him the government provided nothing. He suggests that 
the government should concentrate on providing preventive health care and 
leave the curative care to the private sector. He feels that the private practice 
should be treated as an industry and doctors should be given similar incentives. 


He feels that he can give more time to his patients in private practice. There is too 
much work pressure in government service where a doctor has to see two to three 
patients simultaneously. Obviously the patients are more satisfied with private 
practitioners as they get more personalised care. 


On topics such as malpractices, he feels that the private sector at present is 
exploiting the patients. Almost 90 per cent of the MRI’s are unnecessary and 
medicines are overprescribed. He feels that doctors belonging to the yomger 
generation, particularly those who have returned from the Middle East, are not 
able to capture many patients and indulge in malpractices. He suggests strong 
government regulation against this. 


Most of his patients are from the high income group but his fees are flexible, 
depending on the income of the patient. He feels that poorer patients make better 
patients as they are more accepting and do not ask too many questions about 
ancillary services. 


Dr R.N.Sippy, Karol Bagh, New Delhi. 

The nursing home was established five years back. The initial money was taken from 
friends and relatives. At present he is opening a 100-bed hospital at Noida with 
asistance from a few businessmen. Its a 11-crore rupee project and he is confident 
that the cost will be recovered in three years. 


He faces a lot of problems from the Delhi Administration in running this nursing home 
and is currently fighting a legal battle with the DESU and the DDA. 


He employs only post-graduate doctors as consultants and they are given fixed 
salaries and also a cut on their services. 


He resigned from government service as there was no work satisfaction and too 
many obligations. Several specialised units have come up in the private sector 
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which give much better care, whereas in government hospitals there is negligence 
and non-availability of facilities. 


The occupancy is almost 100 per cent and there are discriminatory charges. The 
required tests for the patients are adviced to be done from fixed places. Though 
accommodation is provided to the nurses, they leave frequently. ; 


When asked why businessmen were entering this field, he responded that investment 


is more secure, returns are higher and their status is enhanced with the opening 
of a hospital or a nursing home. 


Dr. Santosh Sahi, Sahi hospital, Mathura Road, New Delhi. 


The hospital was started by Dr Sahi's in-laws in 1952 and it is one of the first clinics of 
Delhi. After the death of her in-laws she took up charge. Having practised in foreign 
countries for 14 years, she put all her experiences into modernising the clinic. The 
hospital has all modern facilities including high-tech neurology department using 
laser technology. She has taken no government support in building this nursing 
home and the customs duty for equipments are also paid to avoid undue 
obligations. There is a provision for subsidised rates for in-patients and a charitable 
dispensary is run in the evening. 


She feels the main drawback of government hospitals is that they fail to give 
personalised care to the patients. 


The occupancy rate of her nursing home is around 70 per cent and is running on 
profit. She feels that the doctor-patient relationship has deteriorated and is getting 
commercialised. The new generation wants to make fast money and the patients 
are becoming more demanding as they are paying more. The situation is also 
changing because of financiers entering the market. The inter-personal relationships 
among the doctors are also changing with increasing competition. 


At her nursing home, the chambers are rented out to consultants and they are free 
to charge according to their will. A percentage cut is kept for in-patients on 
account of room rent, nursing charges, etc. The break-even point for profits is 
around 40 per cent occupancy and the diagonstic facilities are more profitable. 
She is planning to expand the nursing home this year by starting water-birth facility 
(the first in Delhi) and a ‘well women’ clinic. The ‘well women’ clinic will look after 
women's health in a more holistic manner besides holding counselling and awareness 


sessions. 
Dr A. Malhotra, Swastik Nursing Home, Preet Vihar, Delhi. 
This nursing home was established in 1992 and at present has 15 beds. The inifial 


problem in opening this nursing home was lack of financial resources as no 
government help was available. The cost of establishment and equipments were 
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met by taking loans from financial institutions at an interest rate of 20.6 per cent. All 
the equipments are indigenous. He said there is stiff competition from the new crop 
of nursing homes where some nursing homes give cuts to general practitioners in 


order to lure patients. 


The government sector faces problems like lack of coordination among staff, poor 
equipmental facilities and inadequacy of drugs for which the users have to bear 
the onus and thus prefer visit private nursing homes. He feels that some of the 
government regulations are whimsical and unfortunately there is no strong lobby in 
Delhi to pressurise the government. 


He also feels that the government should make the DMA responsible for the 
malpractices prevalent in the medical sector, as in most cases no monitoring is 
possible because of lack of concrete facts. 


As regards the high charges for private medical services, he feels that the variance 
in nursing home charges depends on the type of technology used and also on the 
experience of the doctors. He too is of the opinion that the poor people are easier 
to treat as they are more rational in their choice. 
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Voluntary Health Association of India (VHAI) is a non-profit registered 
society formed by the federation of Voluntary Health Associations 
organised at the level of States and Union Territories. VHAI links over 
3000 grassroots-level organisations and community health programmes 
spread across the country. 


VHAI’s primary objectives are to promote community health, 
social justice and human rights related to the provision and distribution 


of health services in India. 


VHAI fulfils these objectives through campaigning, policy research, 
and press and parliament advocacy; through need-based training 
and provision of information and documentation services; and through 
' production and distribution of innovative health education materials 


and packages, in the form of print and audiovisuals, for a wide 


spectrum of users — both UPON one rural, 


VHAI tries to ensure that a people-oriented heoit policy is formu- 
lated and effectively implemented. It also endeavours to sensitise the 
larger public towards a scientific attitude to health, without ignoring: 
India’s horn? traditions and resources. 
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